Background
Introduction
Depression during adolescence is a serious problem because of its high prevalence [1] [2] [3] , considerable burden of disease [4] , suicide risk [5] , other comorbid psychiatric disorders [6] and the high risk of recurrence [5, 7] . Although knowledge about the etiology of depression has increased in the last decade, it is still difficult to explain and predict who becomes depressed, because of the many factors involved [8] . A well-established predictor of depressive symptoms is the experience of a stressful life event [9] , like a romantic break up. An intriguing question is what mechanisms are involved that may lead different types of stressful life events to contribute to the development of depressive symptoms and ultimately depression. Difficulty in emotion regulation is considered to contribute to depression [10] [11] [12] . Emotion regulation is seen as a potential mediator of depressive symptoms after stressful life events have occurred [13] . From a clinical viewpoint it is necessary to establish which factors actually mediate the occurrence of depressive symptoms after specific types of stressful life events, as such factors could then be addressed effectively in prevention and treatment efforts.
Adolescence is a challenging developmental phase with many physical and psychological changes, which may generate stress. Stressors are recognized as very important in the etiology and maintenance of internalizing problems [14] . Three different types of stressful life events have been identified, namely loss, health threats and relational challenges [15, 16] . Stressful life events are associated with a larger increase in depressive symptoms than other types of stress, such as academic stress [17] [18] [19] [20] [21] [22] . In children, negative life events were found to be a significant predictor of depression, putting children at risk for future depressive episodes [23, 24] . Stressful life events during childhood have repeatedly been found to be associated with an increased risk of developing mental disorders during adulthood [25] [26] [27] . Furthermore, stressors can be followed by depressive symptoms, and depressive symptoms in themselves can generate stressful life events, resulting in a reciprocal relationship [14, 28, 29] . Garnefski and colleagues [15] found no difference in type of stressful life event and the association with depressive symptoms in adolescents aged 14 to 18. For clinically depressed adolescents, however, it is unclear as yet whether this is also true.
The dual process model of cognitive vulnerability to depression hypothesizes that associative thought processing (automatic processing) induces depressive symptoms when no correction occurs by explicitly reflective processing [30] . This is especially the case when the associative processing is negatively biased with thoughts about oneself. Furthermore, life stress appears to deplete cognitive resources, which are necessary for reflective processes to correct associative processing [30] . This dual process of self-referent association and cognitive reflection is considered to be of importance for the regulation of emotions.
Difficulty in regulating evoked emotions is often thought to lead to depression [11, 12, 31] . In adults, emotion regulation plays a central role in the etiology and maintenance of clinical levels of psychopathology [32] [33] [34] . Emotion regulation is a complex process with (un-)conscious, cognitive, and self-regulatory components. Emotion regulation strategies can be adaptive or maladaptive. Maladaptive emotion regulation has repeatedly been linked to various mental disorders, including the onset of depressive symptoms [35] [36] [37] [38] [39] . Maladaptive emotion regulation is also a risk factor for the recurrence of depression in adults [40] . Furthermore, findings suggest that the strength of the relationship between maladaptive emotion regulation strategies and psychopathology may be a function of clinical severity [41] . Some specific maladaptive cognitive emotion regulation strategies such as self-blame, rumination and catastrophizing, are associated with higher levels of depressive symptoms in adolescence, while adaptive strategies such as positive reappraisal, positive refocusing and putting things into a broader perspective, are associated with less depressive symptoms [15, 42] .
Only a few studies have established the relationship between stressful life events and emotion (dys)regulation in adults [10] and adolescents [13] . The type of life event influences the use of specific cognitive emotion regulation strategies, with health threat being associated with self-blame and relational challenge with other-blame in adolescence [15] .
As pointed out, stressful life events have an impact on emotion regulation, which in turn influences the degree of depressive symptoms. Therefore, emotion regulation can be considered a mediator in the relationship between stressful life events and depressive symptoms [43, 44] . Studies on emotion regulation as a mediator of depressive symptoms in adolescents are scarce. One study reported that emotion regulation strategies were found to mediate the relationship between interpersonal stress and depressive symptoms in undergraduate students [13] . It is unclear if this mediation is also present when adolescents have high levels of depressive symptoms, or whether the use of specific emotion regulation strategies mediates the relation between certain stressful life events and depressive symptoms.
The aim of this study is to examine if the relation between stressful life events and depressive symptoms is mediated by cognitive emotion regulation strategies and whether these potentially mediating effects differ per type of stressful life event (Fig 1) . We used a multi-sample approach, including a community sample and clinically referred depressed outpatients. Mediation was studied for the whole sample, as well as for the depressed and non-depressed adolescents separately. We expected to find that [1] the relationship between stressful life events (loss, health threat or relational challenge) and depressive symptoms is mediated by cognitive emotion regulation strategies; [2] the model for mediation would be specific for type of stressful life event: self-blame would be important after health threat and other-blame after relational stress, and no mediation would be present after loss; [3] the model would also be specific in that the pathway from stressful life events via cognitive emotion regulation to depressive symptoms would be more pronounced in adolescents with high levels of depressive symptoms compared to adolescents with low levels of depressive symptoms. 
Methods Participants
In a total of 653 adolescents (of whom 84 were outpatients), those who rated no life event as stressful (n = 35) were excluded. Adolescents in the community sample (N = 569) receiving psychological treatment or social counseling (n = 40) were also excluded because of a potential effect on emotion regulation strategies. If answers on gender (n = 3), age (n = 4), life events or scores for whole scales were missing, cases were also excluded from the analyses (n = 173), which amounted to 39.2% from the community and 38.1% from the outpatient sample. Attrition analyses showed that the excluded adolescents (n = 255, M age = 15.85, 31.8% boys) did not significantly differ from the included adolescents on the relevant scales, namely age, gender, depressive symptoms, life events and cognitive emotion regulation strategies.
The result was a final sample of 398 adolescents aged 11 to 22 years (68.8% girls, 92.5% Dutch) including 52 (13%) clinical depressed outpatients. This sample was divided into two groups with low or high scores on depression, based on the official Dutch cut-off point (<12 vs. 12) for clinical depression on the Children's Depression Inventory 2 (CDI-2). These groups will be referred to as non-depressed and depressed. The non-depressed group consisted of 289 adolescents (66.8% girls, M age = 16.94, 97.2% enrolled in education), whereas the depressed group consisted of 109 adolescents (74.3% girls, M age = 17.09, 49.5% enrolled in education).
Data collection
Data collection of patients was approved by the independent Medical Ethics Committee (METC) of the Utrecht Medical Centre at Utrecht University.
Two samples were used in this study. The first sample consisted of 569 adolescents (age range [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] from the general population who were recruited by Master's degree students in schools and sports associations across The Netherlands. The adolescents were asked to participate in the research. After written informed consent forms were obtained from the participants and their parents, a self-report questionnaire was completed.
The second sample participated in an effectiveness trial comparing Cognitive Behavioral Therapy to usual care (for more information, see [45] ). 84 Clinically referred adolescents (age range [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] suffering from depression were recruited from 14 mental health care institutions across the Netherlands between 2011 and 2014. A psychologist informed adolescents and parents about the study and when both gave written informed consent, self-report questionnaires were completed pre-treatment using online or paper-and-pencil questionnaires.
Measures
Depressive symptoms. The degree of depressive symptoms was measured with the Child Depression Inventory-2 [46, 47] , a revision of the CDI [48, 49] . The CDI-2 is a self-report questionnaire for children (7 to 17 years) that reflects affective, behavioral, and cognitive symptoms of depression. Each of the 28 items offers 3 assertions: non-depressed (score 0, e.g., "I am sad once in a while"); mildly depressed (score 1, e.g., "I am sad many times."); and clearly depressed (score 2, e.g., "I am sad all the time."). The participants had to choose the assertion that applied most during the past two weeks. Total scores could range from 0 to 56, and a score of 12 or above (based on the CDI) is considered a clinically relevant score [49] . In this sample, 27.39% (n = 109) had a clinically relevant score. Reliability was very good for both the official target population of adolescents aged up to 17 years (n = 213, α = .93), and for adolescents older than 17 (n = 185, α = .91). Each subscale contains 4 items measured on a 5-point Likert scale ranging from 1 (almost never) to 5 (almost always), with a higher score indicating more use of the specific adaptive strategy. Because extreme scores on Acceptance could be maladaptive the score was transformed into a categorical variable high (score above 14), low (score less than 10) and medium [36] .
Research on the CERQ subscales indicated that internal consistencies were good, ranging from .67 to .81, and good validity [51] . In the present study, alphas ranged from good .70 to very good .82.
Stressful life events. For this study, we constructed the Life Event Scale [52] , a 23 item self-report questionnaire about three types of life events, based on the distinction of psychological stress made by Lazarus [16] ; Loss (1 item: death of a loved one including pets), Health threat (8 items: serious (mental) illness, suicide attempt, sexual abuse, psychological abuse, alcohol or drug abuse, crime and accidents concerning the self (not for suicide attempt), parent, sibling or friends), and Relational (or situational) challenges (14 items: parental divorce, stepparents, moving, changing schools, romantic break-up, police contact (parent or self), redundancy (parent or self), pregnancy, school failure, being bullied, conflict with parents or friends, being expelled from school). Participants were asked if they had experienced the life event, yes or no. If yes, respondents were asked to rate how stressful the event was from not stressful (0) to very stressful (3). Only adolescents with at least a score of two were included. The amount of Health threats and Relational challenges were both summed into a single score, both items were highly positively skewed. Loss was dichotomous.
Data analytic strategy
Missing data were imputed using Relative Mean Substitution [53] . Descriptive statistics were calculated, and Pearson correlations were computed for all variables included in the models. Multivariate Analysis of Variance (MANOVA) was used to test for differences in depressive symptoms and cognitive emotion regulation strategies based on gender or on condition. To examine the correlations between the three stressful life event variables, the nine proposed mediators and the outcome measure of depression, we applied path analyses using the software package MPLUS 7 [54] . Models were tested first for the whole sample and thereafter separately for participants scoring high versus low on depression using multigroup analyses. Within the models, the correlation between the three stressful life event variables was taken into account, as well as the correlation between the proposed mediators. The comparative fit index (CFI, preferably .95 or higher), the root mean square error of approximation (RMSEA, preferably .08 or lower), and the standardized root mean square residual (SRMR, preferably .09 or lower) served as model fit indices [55] .
To examine the hypothesized mediation of cognitive emotion regulation strategies in the association between the type of stressful life events and depression, we used the Model Indirect approach using MPLUS 7 with a bootstrap procedure to ensure the accuracy and robustness of the analyses and to estimate Type I errors. To assess the possible moderating effect of the level of depression, multi-group analyses were conducted within MPLUS 7. This was done by testing whether the model fit (Δχ²) was significantly better for the model in which the paths of interest were allowed to differ between non-depressed and depressed, compared to the model in which the paths of interest were constrained to be equal [56] . Next, differences between both groups for the relations between model variables were tested per direct path, also using the chi-square difference test. This was done by constraining each path of interest separately while all other paths were unconstrained, and comparing this model to the model in which the path of interest, as well as all other paths, was unconstrained. To test the differences in the indirect effects between both groups, the MODEL TEST command was used. This command permitted testing of linear restrictions on the parameters using the Wald chi-square test [54] .
Results
The percentage of adolescents with high scores (12) on depressive symptoms was 27.39%. The percentages of life events reported by the total sample (N = 398) adolescents were 24.87% for loss; 33.17% for health threats, and 60.55% for relational challenges.
A MANOVA on the total sample showed gender differences in cognitive emotion regulation strategies (F(9,388) = 2.754, p = .004), specifically girls scored lower on Other blame than boys (F(1,396) = 6.642, p = .010) and girls scored higher on Rumination than boys (F(1,396) = 8.548, p = .004). This analysis was repeated for both subgroups and also showed gender differences in the non-depressed group (F(9,279) = 2.441, p = .011), specifically girls scored lower on Other blame than boys (F(1,287) = 10.872, p = .001). An ANOVA showed no gender differences in depressive symptoms in the total group, nor in the subgroups.
A MANOVA using both the total sample and the subgroups showed no differences in cognitive emotion regulation strategies between adolescents who did or did not experience loss. An ANOVA using both the total sample and the subgroups showed no differences in depressive symptoms between adolescents who did or did not experience loss.
Another MANOVA showed group differences in the three types of stressful life events, which occurred more often in the depressed subgroup (F(3,394) = 24.410, p < .001), specifically for health threats (F(1,396) = 12.419, p < .001) and relational challenges (F(1,396) = 72.475, p < .001).
Associations among variables
Correlations, means and standard deviations for the total sample and all model variables are reported in Table 1 , and separately for depressed and non-depressed adolescents in Table 2 .
Within the total sample, age did not correlate significantly with depressive symptoms. Health threatening and relational challenging stressful life events showed weak to moderate correlations with depressive symptoms. Except for acceptance, all cognitive emotion regulation strategies, correlated weakly to strongly with the number of depressive symptoms. Weak to moderate correlations were found for relational challenging stressful life events and seven out of nine cognitive emotion regulation strategies; self-blame, other-blame, catastrophizing, rumination, putting into perspective, positive refocusing and acceptance.
Within the non-depressed group, age did not correlate significantly with depressive symptoms. Relational challenging stressful life events were weakly correlated with more depressive symptoms. Weak correlations between relational challenging stressful life events and several strategies were found, namely; self-blame, other-blame, catastrophizing, rumination, positive reappraisal, acceptance and refocus on planning. Of these strategies, only self-blame, catastrophizing, positive reappraisal and refocus on planning in turn correlated weakly with depressive symptoms. Stressful health threatening life events correlated weakly with other-blame, which did not significantly correlate with depressive symptoms.
In the depressed group, age did not correlate significantly with depressive symptoms. Relational challenging and also health threatening stressful life events showed a weak to moderate correlation with the degree of depressive symptoms, as well as with self-blame. All strategies, except for other-blame and acceptance, were weak to moderately correlated with depression.
Path analyses
The model fit indices for the mediation model within the whole sample were satisfactory (CFI = .95, RMSEA = .09, SRMR = .05). Multi-group analysis was used to test differences in depression level. The Chi-squared difference test indicated that the model differed for non- depressed and depressed participants (Δχ² (80) = 158.45, p < .001). The results of the model are described for participants with high and low depression scores separately below (see Fig 2 for the model and Fig 3 for the indirect effects) . Gender was included in the model, but showed no direct significant effects on depressive symptoms or on any cognitive emotion regulation strategy. Direct associations between type of life events and depression. Within the total sample and within the non-depressed subgroup, only relational challenging stressful life events were associated with depressive symptoms (β = .231, p < .001 and β = 338, p < .001, respectively). The depressed group showed a significant association of health threatening stressful life events with depressive symptoms (β = .285, p = .003). This association was also significantly different compared to the non-depressed group (Δχ² (1) = 11.55, p < .001). Loss was not associated with depressive symptoms in the total sample, or in either subgroup.
Direct associations between type of life events and cognitive emotion regulation strategies. Within the total sample, relational challenging stressful life events were associated with various strategies, namely self-blame, other-blame, catastrophizing, rumination, putting into perspective and acceptance (Fig 2) . Within the non-depressed group, direct associations The depressed sample is displayed in the top half of the table and the non-depressed sample is displayed in the bottom half; significant results are printed in bold. between relational challenging stressful life events and other-blame (β = .122, p = .039), positive reappraisal (β = .130, p = .034) and refocus on planning (β = .168, p = .004). Within the depressed group, direct associations between relational challenging stressful life events and self-blame (β = .195, p = .049), catastrophizing (β = .209, p = .041) and rumination (β = .240, p = .011) were found. Health threatening stressful life events were not significantly associated with any cognitive emotion regulation strategy within the whole sample, nor within the subgroups. Loss was negatively associated with catastrophizing within the non-depressed group (β = -.136, p = .015).
Direct associations between cognitive emotion regulation strategies and depression. Within the whole sample more depressive symptoms were significantly associated with: selfblame, catastrophizing, rumination, positive reappraisal and refocus on planning (Fig 2) . In the non-depressed group, self-blame (β = .252, p < .001), less positive reappraisal (β = -.269, p = .003) and less refocusing on planning (β = -.245, p = .004) were significantly associated with depressive symptoms. In the depressed group, no significant associations between degree of depressive symptoms and use of any cognitive emotion regulation strategy was found. The correlations between strategies and depressive symptoms did not differ significantly between depressed and non-depressed subgroup. Acceptance was not significantly associated with the degree of depressive symptoms within either subgroup.
Indirect associations. Within the whole sample, significant indirect paths from relational challenging stressful life events to depressive symptoms were found via self-blame, catastrophizing and rumination (Fig 3) .
Indirect paths were found in the non-depressed group, from relational challenging stressful life events to depressive symptoms via self-blame and refocusing on planning. Within the depressed group, no indirect paths were identified. However, the Wald test of parameter constraints showed no significant differences between the non-depressed and depressed group for these indirect paths.
Discussion
The findings of this study support the general hypothesis that certain stressful life events were related to the level of depressive symptoms and that this relationship was mediated by maladaptive cognitive emotion regulation strategies. These findings are important for clinical practice to increase understanding of the association between specific types of stressful life events and the use of cognitive emotion regulation strategies. In addition, the results confirm the dual process model on associative and reflective processing in adolescents and depression [30] . The important role of self-referent association, maladaptive cognitive emotion regulation strategy namely self-blame, as a mediator of depressive symptoms was confirmed.
The main results can be summarized as follows: (I) Health threatening and relational challenging stressful life events were associated with depressive symptoms, while stressful loss related life events were not; (II) more frequent use of maladaptive cognitive emotion regulation strategies was related to more depressive symptoms; (III) more frequent use of adaptive cognitive emotion regulation strategies was related to less depressive symptoms; (IV) specific life events were associated with specific emotion regulation strategies; (V) only the association between relational challenging stressful life events and depressive symptoms was mediated by maladaptive cognitive emotion regulation strategies (self-blame, catastrophizing and rumination); and (VI) adaptive cognitive emotion regulation strategies were not identified as mediators in the total sample.
These results deserve some further interpretation and reflection. The relationship between cognitive emotion regulation strategies and depressive symptoms was established in our study. More use of maladaptive (self-blame, catastrophizing, rumination) and less use of adaptive cognitive emotion regulation adaptive strategies (positive reappraisal, refocus on planning) were significantly associated with more depressive symptoms in the whole sample. This finding is in line with earlier findings that maladaptive emotion regulation was linked to the onset of depressive symptoms [35] [36] [37] [38] [39] . Maladaptive cognitive emotion regulation could representative of the self-referent association of the dual process model and adaptive cognitive reflection is considered to be of importance for the regulation of emotions.
Deficient emotion regulation is also a risk factor for recurrence of depression [40] . Our findings suggest that using maladaptive strategies can be more harmful, than the absence of using adaptive strategies. These findings are relevant for clinical practice to enhance prevention and treatment in order to detect and address specific mechanisms at work in depression.
One specific and adaptive cognitive emotion regulation strategy, acceptance, was not significantly associated with depressive symptoms, as was also reported in a meta-analysis band colleagues [41] . Increase of acceptance of a problem or risk is a common objective in various treatments such as Mindfulness, and Acceptance and Commitment Therapy [57] . In acceptance-based treatments, acceptance is promoted in order to reduce experiential avoidance [58, 59] . However, the role of acceptance might differ during the process of handling stressful life events and therefore it might also have been disguised in our study. A high score on acceptance immediately after a stressful life event could, for instance, be related to learned helplessness. Timing in relation to the occurrence of stressful life events should be taken into account in future research on acceptance. In addition, acceptance may be more of an end state that is based upon other regulation strategies, instead of reflecting an active and dynamic cognitive emotion regulation strategy.
Stressful loss was not found to be associated with higher levels of depressive symptoms. This finding that the death of a loved one was generally not associated with elevated levels of depressive symptoms should be interpreted with caution. Earlier studies found that a substantial number of 75% to 80% of children do not develop mental health problems after the death of a parent or sibling, but these studies also found a significant increase in internalizing symptoms in these cases [60] [61] [62] [63] [64] . Another study found a significant increase in depression in the second year after bereavement [65] . In our study however, lapse of time after loss could not be accounted for. In a community sample, the comparison between family bereaved and nonbereaved showed a robust difference in internalizing problems by the age of 19 [24] . No longterm effects could be assessed in the current study. Furthermore, a broad definition of loss was used, which included pets. The kind of loss might also be of importance for the impact on mental health.
Health threatening stressful life events were only associated with depressive symptoms in the depressed group and not in the non-depressed group. Although the level of depressive symptoms was high in the depressed adolescents, health threats still accounted for substantially more depressive symptoms. These findings are in line with a review on depressive symptoms in epileptic youth, showing an elevated risk for depression in this specific group with health problems [66] . So it seems that health threats are particularly important for depressive symptoms in adolescents.
An association between relational challenging stressful life events and depressive symptoms was established for the total sample, and seen in both the depressed as well as the nondepressed group. This association was not found in earlier research conducted with secondary school students [67] . This discrepancy can be explained by the use of a larger multi-group sample in this study with higher levels of depressive symptoms, which made detection of the association possible. This shows that the use of multiple samples is indeed important in future research on cognitive emotion regulation [41] .
Our findings confirm the existence of a specific association between relational challenges and cognitive emotion regulation. Loss or health threatening stressful life events showed no specific association with any of the cognitive emotion regulation strategies within the whole group, suggesting that the type of stressful event influenced the use of specific cognitive emotion regulation. Relational challenging stressful life events were associated with maladaptive strategies as well as with two adaptive strategies: putting experiences into perspective and acceptance. The nondepressed group showed a significant association between relational challenging stressful life events and three adaptive strategies, namely positive reappraisal, refocus on planning, and acceptance. In the depressed group, this association was not found, suggesting that non-depressed and depressed adolescents differ in their use of maladaptive and adaptive cognitive emotion regulation strategies. However, no significant difference between groups in the strength of this association was found. These results must thus be interpreted with caution, and studies with larger groups are needed to rule out power issues in interpreting these differences.
The mediating role of maladaptive cognitive emotion regulation strategies was established, Self-blame, catastrophizing and rumination could be identified as mediators between stressful relational challenging life events and depressive symptoms. However, depressed and nondepressed adolescents did not differ significantly in these mediation relationships, which may be due to the size of the depressed sample. Still, this is an important finding, which could be useful for clinical practice. Experiencing relational challenging stressful life events and blaming oneself, emphasizing the terror of experiences or dwelling on feelings and thoughts about the events, may put adolescents at risk for depressive symptoms.
Strengths and limitations
This study is innovative for several reasons. First, according to the literature, testing mediational models on the etiology of adolescent depression was needed [14] . Second, the use of the multi-sample approach, including severely depressed adolescent patients, is scarce and should be used more often [68] , as it is essential for the study of psychopathology [14, 41] . Third, a rigorous criterion for life events was used, namely stressful life events reported by the adolescent as upsetting. Previous research used the number of life events as a variable, without the upsetting criterion, thereby ignoring whether the life events actually impact the life of participants in a negative fashion. Fourth, not only being upset but also the type of life event was taken into account as an important variable affecting depressive symptoms, as well as the cognitive emotion regulation strategies. Fifth, to our knowledge, we were the first to test the mediating role of cognitive emotion regulation in the association between stressful life events and depressive symptoms in adolescents and to test differences in mediation between low and high levels of depressive symptoms.
This study also has several limitations. First, cross-sectional data were used and therefore no temporal conclusions could be drawn. Future research is needed to test mediational models in a longitudinal design. Second, the profile of different mediators within one individual could not be taken into account. For example, the mediation of depressive symptoms by rumination may be more prominent if the use of self-blame is high and positive refocusing is low. Even more useful for clinical practice would be the identification of patterns in how the various emotion regulation strategies are used [69] .
Third, the relationship between associative (maladaptive strategies) and reflective processing (adaptive strategies) could not be taken into account, while this may be a function of clinical severity [41] . Further research on specific correlations between cognitive emotion regulation strategies is needed and of importance to determine which strategy should be addressed in interventions.
Fourth, a lack of power could underlie the fact that no mediating paths were found in the depressed group, and that no significant differences in the strength of the mediational paths between the non-depressed and depressed adolescents were found. A larger sample than N = 109 is needed to identify possible mediators in the depressed group.
Fifth, the time between the last stressful life event and the measurement of depressive symptoms was not taken into account. In a longitudinal design this variable should be included because depressive symptoms could increase instantly or gradually after some time, through use of specific cognitive regulation strategies [70] .
Despite the mentioned limitations, our study contributes to current scientific knowledge by showing that depressive symptoms are mediated by maladaptive cognitive emotion regulation strategies (self-blame, rumination and catastrophizing) uniquely after stressful relational challenging life events. Mediation was not found after losing a loved one or experiencing a health threat. Adaptive cognitive emotion regulation strategies, for instance acceptance, were not identified as mediators. These findings are important for clinical practice. Use of specific maladaptive cognitive regulation strategies after relationally challenging stressful life events can aggravate depressive symptoms. To prevent depression after negative life events, maladaptive cognitive emotion regulation strategies should be reduced in adolescents.
